Rapidly progressive dementia in a case of progressive multifocal leukoencephalopathy
Sir, Rapidly progressive dementia (RPD) has a dramatic departure from baseline cognition which often imposes a great challenge in finding the etiology. The most common causes of RPD are prion disease, Alzheimer's disease, acute encephalopathy, autoimmune disorder, etc. Progressive leukoencephalopathy (PML) is caused by the infection of oligodendrocytes by John Cunningham virus (JCV) in immunodeficient individuals. [1] Here, we present a case who showed rapid decline of Mini-Mental State Examination (MMSE) (17-4) in a span of 20 days, ultimately diagnosed to have progressive multifocal leukoencephalopathy with the underlying HIV.
CASE REPORT
A 46-year-old male with no prior psychiatric history presented with an insidious onset of forgetfulness and subtle mood changes leading to socio-occupational deficits. At initial assessment, he was found to have prosopagnosia, apraxia, and executive dysfunction. His MMSE was 17 out of 30 with significant impairment in orientation and recent memory. There was no history of sign of neurodeficit. His relevant blood investigations were unremarkable, but his magnetic resonance imaging (MRI) brain showed periventricular white-matter changes, with predominately involving the posterior part and brainstem. One ring-enhancing lesion was noted in the left temporal region, suggesting of tuberculoma. The condition was considered as progressive multifocal leukoencephalopathy (PMLC) with central nervous system (CNS) tuberculoma. He was found to be immunocompromised with HIV positivity (CD4 69). His cerebrospinal fluid protein was high with 180 mg/dl, but he was negative for Venereal Disease Research Laboratory or JCV DNA. JCV-polymerase chain reaction can be negative, especially in early PML as well as during immune reconstitution inflammatory syndrome (IRIS) despite typical clinical and radiologic findings. [2] His vasculitis profile was positive for perinuclear anti-neutrophil cytoplasmic antibodies (P-ANCA). Within the 20 days of inpatient care, the patient showed significant decline in cognitive functions, with scoring only 4 in the MMSE. The patient was then started on antiretroviral therapy (ART) and antitubercular treatment (rifampicin 600 mg, isoniazid 300 mg, ethambutol 800 mg, pyrazinamide 1500 mg, and Vitamin B6 40 mg). The patient was reviewed after 1 year, and there was significant improvement in his cognition. Previous studies had found that ART preserves or improves cognition in HIV-infected patients. [3] He started to go for his job with no recent memory impairment. This case emphasizes the early and correct diagnosis to reverse the condition like RPD.
DISCUSSION
PMLC is often associated with HIV, where dementia can be due to either of them or both. It is difficult to distinguish the primary causative factors as both can be the cause of CNS vasculitis with RPD. [4] In our case, the patient although did not have JCV positivity in the CSF, moderately increased protein level along with MRI findings is suggestive of CNS virus infection. The prognosis of PMLC has been improving with highly active antiretroviral therapy. [5] If left unmanaged, then the mortality rate is up to 50% within 3 months of diagnosis. Prolonged survival can be possible with early treatment initiation. [6, 7] In our case, the person probably had significant dissemination of infection or vasculitis (PNCA+) leading to rapid cognitive decline, which was surprisingly counteracted with the initiation of ART. [8] Patient's nearly normal socio-occupational function probes the importance of early diagnosis and treatment in a case of RPD which often presents to a psychiatrist with behavioral changes.
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A case of pathological gambling
Sir, Pathological gambling is an entity recognized centuries ago and has remained a menace from the social and economic viewpoint. The recognition of medical nature of this vice is, however, a recent phenomenon, with current views placing it parallel in nosology to substance use disorders. Long-term effectiveness of available modalities of treatment still elude us, and the disorder remains an enigma for Psychiatrists and Behavioral Therapists alike. There are no systematic studies of this disorder in India. Our case is unique, as unlike most pathological gamblers, our patient actively sought treatment and showed good response in early follow-up period.
Our patient, a 23-year-old male, with family history of problem gambling in his grandfather, premorbid novelty-seeking traits, self-reported for psychiatric evaluation with depressive symptoms of 5 months' duration, in the background of progressively increasing engagement in online gambling with consequent heavy financial loss over the past 1 year.
A year ago, when, while surfing the internet, he came across an advertisement about huge profit with little investment in online rummy, and tried with an initial bet of 15 rupees. Initially, he won and started increasing the bet gradually, both regarding money wagered per game and number of games per day, in an attempt to increase the profit. Thus, he reached a bet of 5000 rupees per game within the next 2 months, playing up to 1-2 h every day. Subsequently, he started betting an entire day's winnings in a single game, for the thrill he experienced on betting "all he had." The patient started losing thousands of rupees in a day, purchased a credit card, took a personal loan and eventually borrowed
